
Letters to Editor

224� Indian Journal of Sexually Transmitted Diseases and AIDS Volume 43, Issue 2, July-December 2022

post‑exposure prophylaxis drugs due to the closure of 
these clinics due to the pandemic.[3,4] In the present study, 
the cohort who indulged in high‑risk contacts even after 
counseling shows the absolute no care attitude or even 
ineffective counseling. They should also be informed 
that unprotected contacts while on ART can also enhance 
transmission of drug‑resistant viral strains. These group 
of people also may require psychiatric counseling as 
some of them may deliberately indulging in high‑risk 
behavior for the sole purpose of infecting others.[5] This 
study may be only the tip of the iceberg. HIV‑positive 
patients on ART indulging in high‑risk behavior form a 
major stumbling block for the national control programs. 
Counseling must be more vigorous and thorough for these 
exclusive groups of people, and the process of counseling 
must be restructured for them. This present study is only 
a preliminary observation and a small study. However, 
this study has been an an eye‑opener where, in a cohort 
of HIV cases, many of themwere still indulging in high 
risk contacts while on ART therapy The main objective 
of this small study is to encourage venereologists to 
conduct similar studies in STI clinics all over India so 
that the true pattern of HIV patients who indulge in 
high‑risk contacts while still on ART can be ascertained 
and whether it forms a hurdle to national HIV control 
programs.

Financial support and sponsorship
Nil.

Conflicts of interest
There are no conflicts of interest.

S. Pradeep Nair
Department of Dermatology and Venereology, Government 

Medical College, Trivandrum, Kerala, India

Address for correspondence: 
Dr. S. Pradeep Nair, 

Department of Dermatology and Venereology, Government Medical 
College, Trivandrum ‑695 011, Kerala, India. 

E‑mail: dvmchtvm@yahoo.co.in

This is an open access journal, and articles are distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which allows others to remix, tweak, and build 
upon the work non‑commercially, as long as appropriate credit is given and the new creations are 
licensed under the identical terms.

Access this article online
Quick Response Code: Website:

www.ijstd.org

DOI:
10.4103/ijstd.ijstd_63_22

How to cite this article: Nair SP. High-risk behavioral tendencies in human 
immunodeficiency virus-positive patients on antiretroviral therapy: A 5-year 
retrospective study from a tertiary care center. Indian J Sex Transm Dis 
2022;43:223-4.

Submitted: 24‑Jun‑2022	 Revised: 13‑Jul‑2022
Accepted: 30‑Jul‑2022		  Published: 17-Nov-2022
© 2022 Indian Journal of Sexually Transmitted Diseases and AIDS | Published by Wolters Kluwer - Medknow

References
1.	 Patel VV, Mayer KH, Makadon HJ. Men who have sex with men in 

India: A diverse population in need of medical attention. Indian J Med 
Res 2012;136:563‑70.

2.	 Choudhry S, Ramachandran VG, Das S, Bhattacharya SN, Mogha NS. 
Characterization of patients with multiple sexually transmitted infections: 
A hospital‑based survey. Indian J Sex Transm Dis AIDS 2010;31:87‑91.

3.	 Sherafat A, Ashraf MA, Vosough K, Cruickshank T, Shirani K. TB and 
HIV surveillance amid COVID‑19 pandemic. Indian J Sex Transm Dis 
AIDS 2022;43:85‑6.

4.	 Keane A, Regan SO, Quinn L, Murphy D, Kelly BO, Lynam A, et al. 
Evaluation of the impact of human immunodeficiency virus pre‑exposure 
prophylaxis on new human immunodeficiency virus diagnoses during 
the COVID‑19 pandemic. Int J STD AIDS 2022;33:99‑102.

5.	 Singh S, Singh SK. Psychological health and well‑being in patients with 
sexually transmitted infections: A prospective cross‑sectional study. 
Indian J Sex Transm Dis AIDS 2021;42:125‑31.

Letter in response to 
“A case of primary 

and secondary syphilis 
presenting together as 
immune reconstitution 

inflammatory syndrome”
Sir,
We read with interest the article entitled “A case of 
primary and secondary syphilis presenting together as 
immune reconstitution inflammatory syndrome  (IRIS)” by 
Mitra et al.[1] The authors have presented the simultaneous 
occurrence of primary and secondary syphilis in a 
human immunodeficiency virus  (HIV)‑positive patient on 

antiretroviral therapy  (ART) labeling this event as a part 
of IRIS.
Syphilis is a bacterial infection caused by Treponema 
pallidum, transmitted commonly through the sexual route. 
After a variable incubation period, it presents as a solitary 
painless ulcer with indurated base associated with inguinal 
lymphadenopathy. After 2–12  weeks of development 
of lesion of primary syphilis, the patient may develop 
features of secondary syphilis which include characteristic 
coppery‑brown papules and plaques over various parts of the 
body including the palms and soles. In some patients, both 
primary chancre and lesions of secondary syphilis can be 
present simultaneously. IRIS is defined as the development 
of inflammatory or infectious disease in an HIV‑positive 
patient with low CD4 count and high viral load who has 
been recently started on ART, and this process cannot be 
explained by the natural course of the newly acquired 
opportunistic infection, the natural course of the previously 
diagnosed opportunistic infection, or drug toxicity.[2]

The authors have labeled their patient as having primary 
and secondary syphilis as the manifestation of IRIS, but 
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we feel that it is just syphilis  (primary and secondary) and 
HIV coinfection.
After 6 weeks of ART and azithromycin prophylaxis, the 
patient developed genital ulcer and lesions on the soles 
suggestive of secondary syphilis. Venereal disease research 
laboratory  (VDRL) test was negative but the treponema 
pallidum hemagglutination, a specific treponemal test 
was highly positive in a dilution of 1:1024, confirming 
the diagnosis of syphilis. The presence of primary and 
secondary lesions together in the natural course of the 
disease is well‑described in literature, both in HIV‑infected 
and non‑HIV‑infected patients.[3‑6]

However, there was no paradoxical worsening of the 
symptoms  –  as it is a must for considering a diagnosis of 
IRIS – which certainly cannot be considered in this case in 
any possible scenario.
Another important issue that needs attention is the 
continued prophylactic use of azithromycin and what 
effect it is expected to have on the establishment of 
treponemal infection and then the disease following its 
usual course  – which again seems very unusual. Hence, 
the only way to explain the acquisition of syphilis 
and its continuation in a patient on regular intake of 
azithromycin is to assume that either the patient was 
not taking the drug or the serum levels of azithromycin 
were so low that it did not affect the course of syphilis, 
which is very difficult to presume  –  when treponemes 
are known to be highly sensitive to all antimicrobial 
therapies.
The authors have mentioned that after 6 weeks of ART, the 
HIV viral load was undetectable; however, the median time 
to achieve undetectable viral load in HIV patients after 
starting ART is 181  (range: 140–221) days.[7] Considering 
the very high initial viral load  (300,000 copies/ml) and 
very low CD4 count  (20  cells/μl), it would take a still 
longer time to suppress the viral load to below the 
detection level obviously, this observation needs to be 
confirmed.
VDRL has 100% sensitivity in secondary syphilis. The 
authors have mentioned the prozone phenomenon to be 
responsible for its negativity. It would have been prudent to 
repeat the VDRL test after dilution to bring antibody titer 
in zone of equivalence, because it is necessary to monitor 
the treatment response and consider treatment failure if 
the fall in the titer is insufficient. It is the responsibility of 
the clinician to inform the laboratory about the possibility 
of the prozone phenomenon when the clinical suspicion is 
so strong. Moreover, if in the unlikely situation of earlier 
immunosuppression affecting the VDRL test positivity, 
repetition of the VDRL test after the fall in the viral load 
would have given a better picture.
The biopsy was taken from the skin lesions on the sole 
which confirmed syphilis. It is most likely that the patient 
had acquired syphilis before attending the clinic and the 
diagnosis of HIV and secondary stage of syphilis were 
also present at the time of reporting. The ulcerative lesion 
on the penis may not be syphilitic and could be something 
else, as it is not fully investigated. However, whatever 
the real picture, there was no telescoping of primary and 
secondary syphilis as claimed.
The authors have mentioned “annular plaques over the 
soles,” but the clinical picture shows discoid plaques. The 
clinical details provided by the authors about the index 
case are inadequate, particularly the gap between the 

development of primary chancre and the lesions on the 
soles, status of the lymph nodes, site of the biopsy, and 
special stains to demonstrate treponemes.
The authors have mentioned that the reason for 
false‑negative VDRL or prozone phenomenon is due to 
antigen excess, but it is actually due to high antibody titer 
which inhibits agglutination.[8]

The authors have treated the patient with three doses of 
benzathine penicillin G, but the recommended dose for 
both primary and secondary syphilis is a single dose.[9,10] 
The reason for deviation from the recommended standard 
treatment protocol is not mentioned. Besides, some 
grammatical errors of language such as “cunts” instead of 
counts, “ignition” instead of initiation, “current” instead of 
currently, and “beyond” instead of before could have been 
avoided.
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Efficacy of potassium 
hydroxide in patient 
of giant molluscum 

contagiosum: Use of 
common agent with a 

novel technique
Sir,
Molluscum contagiosum  (MC) is a common benign 
mucocutaneous disease caused by a double‑stranded 
poxvirus.[1] Disease is self‑limiting in immunocompetent 
individuals, while in human immunodeficiency virus  (HIV) 
patients, MC has an atypical predilection and prominence, 
with the majority of lesions occurring on the face/neck area 
and sometimes measuring more than 1 cm in diameter, known 
as giant MC.[2] Antiretroviral administration is recommended 
as the primary treatment for MC in HIV patients.
A 38‑year‑old, seropositive female, computer typist by 
occupation, presented with multiple skin lesions over her 

face since last 3 months. The patient gave a history of 
blood transfusion twice, 7  years back. She was a known 
case of HIV for 24 months and was on anti‑retroviral 
treatment  (tenofovir, lamivudine, and efavirenz fixed‑dose 
combination) for 18 months. On cutaneous examination, 
there were 12, shiny, nondischarging, nontender, 
papulo‑nodular lesions over the face, predominantly 
around the right eye, all of them having central 
umbilication. Most lesions were approximately measuring 
about 10–20 mm. Some lesions were below 10 mm in 
size. The largest lesion measured 25  mm  ×  12  mm, 
which was just below the right lower eyelid  [Figure  1]. 
There was no mucosal involvement. There were no other 
signs or symptoms related to Acquired immunodeficiency 
syndrome. Her cluster of differentiation  (CD4) count 
was 244  cells/µl. Lymph nodes were not palpable 
and systemic examination was unremarkable. Routine 
hematological and biochemical investigations were within 
the normal limits. Giemsa stain  (Tzanck smear) revealed 
Henderson‑Patterson bodies. Her dermatology life quality 
index score was 13. The patient visited us during the 
COVID‑19 pandemic, hence considering the limitations of 
various modalities present then; she was advised treatment 
with Potassium hydroxide  (KOH) solution. Since many 
lesions were large, she was treated by a novel technique 
of pricking the lesion with 27G needle, creating a wall 

Figure 1: Multiple umbilicated papulo‑nodules predominantly over 
peri‑ocular region with few giant lesions

Figure 2: Schematic illustration of 10% KOH application by novel 
technique. KOH: Potassium hydroxide
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